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1. Introduction 

 

1.1. The establishment of a Domestic Homicide Review (DHR) is set out under Section 9 

of the Domestic Violence Crime and Victims Act 2004 which came into force on the 

13th April 2011. 

 

1.2. Multi-agency statutory guidance for the conduct of DHRs has been issued under 

Section 9 (3) of the Domestic Violence Crime & Victims Act 2004. Section 4 of the 

Act places a duty on any person or body named within that section (4) to have 

regard to the guidance issued by the Secretary of State. The guidance states that 

the purpose of a DHR is to: 

 Establish what lessons are to be learned from a domestic 

homicide regarding the way in which local professionals and 

organisations work individually and together to safeguard 

victims; 

 

 Identify clearly what those lessons are both within and 

between agencies, how and within what timescales they will be 

acted on and what is expected to change as a result; 

 

 Apply these lessons to service responses including changes to 

policies and procedures as appropriate, and 

 

 Prevent domestic violence homicide and improve service 

responses for all domestic violence victims and their children 

through improved intra and inter-agency working. 

 

 

 

Persons Covered by the Review 

 

1.3. The principal focus of the Review is the victim Adult A. The other involved adults are 

the perpetrator, Adult C and his girlfriend Adult B. Adult B is the xxxxx [family 

member] of Adult A. Adult C was found guilty of manslaughter and preventing the 

course of justice.  Adult B was found guilty of preventing the course of justice and 

preventing the lawful and decent burial of a dead body.   

 

Contributors 

1.9. Agencies participating in this Review and commissioned to prepare reports included:  
 

 Leicestershire Police 

 Leicester City Council – Children’s Social Care 

 Leicester City Council – Adult Social Care 

 GP practices 

 East Midlands Ambulance Service 

 University Hospitals Leicester NHS Trust  

 National Probation Service 

 Leicestershire Partnership NHS Trust 

 Leicester City Council – Housing 

 Leicester City Council – Antisocial behaviour unit  



 

 

 Leicester City Council – Education Welfare Service 

 Leicester City Council – Youth Offending Service  

 SAFE 

 New Futures 

 East Midlands Homes 
 
 
2. The Facts  

 
2.1. Adult A resided at a flat in Leicester. He lived there with his xxxxx [family member] 

Adult B. Adult B had commenced a relationship with Adult C, a few weeks prior to 
Adult A’s death and Adult C regularly stayed at the address during that time.  
 

2.2. On 21st February 2015, Leicestershire Police formed concerns for the wellbeing of 
Adult A whose whereabouts were unknown. Later that day, as the situation developed 
and despite Adult A remaining missing, both Adult B and Adult C were arrested on 
suspicion of Adult A’s murder.    

 

2.3. On 23rd February 2015, Adult A’s body was found a few hundred yards from his home. 
He had received multiple injuries.  

 

2.4. On 24th February 2015, both Adult B and Adult C were charged with the murder of 
Adult A and preventing his lawful burial. Both were remanded in custody.  

 

2.5. On 22nd September 2015 at Leicester Crown Court, Adult C was convicted of 
manslaughter and received life imprisonment, Adult B was convicted of perverting the 
course of justice and preventing the lawful and decent burial of a dead body. She was 
sentenced to three years imprisonment. 

 
2.6. The HM Coroner recorded a verdict of unlawful killing on 29th September 2015.   

  



 

 

 

 

3. Summary of key events  

Author Comments are in Bold 

3.1. On 9th March 2013, police attended Adult A’s home address after he called to report 

that he felt suicidal and had heard rumours that people were calling him a paedophile. 

The attending officers saw cuts to Adult A’s arms and he was conveyed to hospital. 

Adult A was seen by the Deliberate Self Harm team who noted that the patient’s 

difficulties were secondary to alcohol dependency and social stressors and that he has 

no mental health needs.  Adult A was also seen by the Acute Assessment and 

Recovery Service in relation to alcohol misuse; Adult A declined their input. Adult A 

was discharged as his mood was described as stable and he was willing to reduce his 

drinking.  

 

Adult A was seen by the appropriate services as a result of his self-harm and 

alcohol misuse.  

 

3.2. Adult A was seen again in the Emergency Department, in the company of Adult B, on 

21st March 2013. Adult A was intoxicated and had self-harmed causing a laceration to 

his forearm. Adult A disclosed earlier to the police that he had self-harmed as a result 

of being accused by the ex-partner of Adult B that he had sexually touched Adult B 

and her daughter. Both Adult A and Adult B were described as aggressive and soon 

left the hospital.   

 

3.3. Adult A returned to the Emergency Department on 24th March 2013, to have the 

wound on his arm examined. An Adult Mental Health Proforma was completed by an 

Emergency Department Doctor and Adult A was not deemed to be a current risk to 

self.  Adult A denied suicidal ideation and reported to the Doctor that he was drunk at 

time of the self-harming incident. The Doctor was unable to suture the wound due to 

the age of the wound, so it was cleaned and dressed.  Adult A was adamant that he 

did not want to see Deliberate Self Harm team and was discharged. 

 

 

3.4. On 13th July 2013, Adult B’s mother contacted the police as she had information that 

Adult A had assaulted Adult B. This was later denied by Adult B despite having a large 

bruise on her arm. The police referred Adult B to Adult Social Care following her 

having disclosed that she was working as a sex worker. Also on that day a report of 

antisocial behaviour was made. After this, regular reports continued to be made 

concerning Adult A, Adult B and various unknown others including reports of drinking 

and fighting. 

 

3.5. On 21st August 2013, Adult A attended the Emergency Department reporting that he 

had been assaulted the previous day and had rib pain. He told staff that he was 

pushed over by a female friend. No abnormalities were noted and he was discharged.  

 

There is no record of any detailed discussion regarding the alleged assault, the 

name of the perpetrator or liaison with the police.  

 



 

 

3.6. An ambulance was called to Adult A on 1st September 2013 who reported that he had 

been assaulted by a large lady who jumped on his chest. Adult A declined being 

conveyed to hospital.  

 

Again, there is no record of any detailed discussion regarding the alleged 

assault, the name of the perpetrator or liaison with the police. 

 

3.7. On 6th September 2013, Adult A attended the Emergency Department complaining of 

right sided chest pain as a result of a further alleged assault during which he sustained 

blows to his chest and face. A facial x-ray identified a fracture of left zygomatic arch 

(cheekbone).  Whilst in hospital, Adult A was reviewed by the alcohol liaison nurse but 

Adult A did not engage and refused community help or support.  Adult A denied being 

alcohol dependent but admitted to excessive drinking of approximately 40 units per 

week.  

 

Yet again, there is no record of any detailed discussion regarding the alleged 

assault, the name of the perpetrator or liaison with the police. 

 

3.8. On 28th November 2013, an ambulance was called to Adult A following an assault. 

Adult A was aggressive and abusive to the crew. A further ambulance was called the 

next day when Adult A reported that the pain from the attack was increasing. Adult A 

would not agree to being conveyed to hospital.  

 

There is no record of any detailed discussion regarding the alleged assault, the 

name of the perpetrator or liaison with the police. 

 

3.9. Adult A saw his GP on 3rd December 2013 and mentioned that he had been assaulted 

and kicked in the ribs. He was prescribed ibuprofen.  

 

Again, there is no record of any detailed discussion regarding the alleged 

assault, the name of the perpetrator or liaison with the police. 

 

3.10. On Tuesday 6th February 2014 a Post Office worker reported that Adult A was in the 

Post Office, Leicester and very upset as he believed money had been stolen from his 

account.  Police officers attended and Adult A was taken back to his home address 

and completed a statement with the officers.  A Police National Computer enquiry, 

undertaken by the officers whilst still at the address, identified that Adult A was wanted 

on warrant for failing to attend a court summons the previous day; and so he was 

arrested. Whilst on his way to the police station, Adult A told officers that he had been 

diagnosed with cancer and had only three months left to live. He made comments that 

he no longer wished to live as he was in a lot of pain.  Once at the police station, Adult 

A was seen by a doctor due to the comments he had made and he was considered fit 

to detain. An adult at risk referral was made for Adult A as he was without money, was 

very upset by the incident and had made comments of a suicidal nature.  The Police in 

house Adult at Risk Team contacted Adult Social Care and were told that they had 

previously offered Adult A services in 2011 which he had declined, and so a re-referral 

was made. As a result of this referral, Adult Social Care left a message to ask for the 

out of hours GP to visit Adult A and made an unsuccessful attempt to contact Adult A 

by phone. The GP subsequently spoke with the police as it was felt that it was unsafe 



 

 

to visit due to history of violence and racism. The GP was reassured by the police that 

they would visit, which they did do and confirmed that Adult A was safe and well.  

 

This was an appropriate response to Adult A. 

 

 

3.11. An ambulance was called to Adult A on 21st February 2014. Adult A stated that he 

had been drinking vodka and brandy for the last two days. He also stated that four 

days previously he had taken some unknown tablets given to him by the people across 

the road. He reported that he lived with his xxxxx [Adult B] but as there is only one bed 

they take it in turns to sleep on the sofa. Adult A was conveyed to the Emergency 

Department with left sided chest pain. He admitted to having been in a fight earlier 

sustaining blows to his chest and face. Adult A was referred to the alcohol liaison 

nurse.  

There is no record of any discussion regarding the fight, and who was the 

perpetrator of his injuries.  

 

3.12. On 28th February 2014, Adult Social Care made unsuccessful attempts to contact 

Adult A, including a home visit. This was a result of the police referral on 6th February 

2014. Adult Social Care spoke to agencies, including his GP who confirmed that he did 

not have terminal cancer. The case was subsequently closed.  

 

 

3.13. Adult A was invited to meet with the housing provider on 28th May 2014 to discuss 

reported antisocial behaviour. Adult A failed to attend, so the property was visited by a 

housing officer and 2 police officers.  Adult A was adamant that Adult B was not living 

at property, despite her being present. A formal warning letter was sent to Adult A 

regarding antisocial behaviour and visitors to the property.  

 

3.14. On 30th May 2014, Adult A was conveyed by ambulance to hospital after having 

fallen due to being intoxicated. He had hit his head as he fell, after having drank 1.5 

litres of vodka. Relevant investigations were carried out and Adult A was discharged. 

Adult A was admitted again on 3rd June 2014, with sudden onset left sided chest pain. 

He had been drinking to excess all day, no medical problems were detected and he 

was again discharged.  

 

3.15. A housing officer visited Adult A on 9th June 2014.  Adult A stated that Adult B had 

moved out, despite evidence of women’s clothing and make-up being in the flat. 

 

 

3.16. On 18th July 2014, Adult A was referred to the specialist antisocial behaviour team, 

however the complainant requested no action be taken against Adult A until they had 

moved due to a fear of repercussions. The complainant subsequently moved to 

alternative accommodation and the case was closed.  

 

3.17. On 24th September 2014, Adult A was admitted to hospital with abdominal pain 

secondary to pancreatitis. He was advised by doctors that his condition was caused by 

excess alcohol and was advised to reduce to safer drinking levels. Adult A was seen 

by the alcohol liaison nurse but did not engage and declined offers of support. Adult A 

was discharged on 27th September 2014.   



 

 

 

Attempts were made to support Adult A with his alcohol misuse. 

 

3.18. On 25th December 2014, Adult A reported a number of incidents to the police  

ranging from someone pointing a gun at his head two weeks earlier to being attacked 

in the street and stabbed in the stomach.  The call handler considered Adult A to be 

intoxicated and doubted the truth of his reports however having established that he 

was safe, a scheduled response was agreed and police officers attended the following 

day. The officers questioned Adult A about the allegations he had made, he said that 

he had encountered two males in the street on 25th December 2014 who had 

proceeded to cut him in his stomach area.  Adult A was vague about the event and 

gave conflicting information. The officers viewed the injuries and the clothing he had 

been wearing at the time and the officers believed the injuries had been self-inflicted. 

An adult at risk referral was made to the police in house adult at risk team owing to the 

belief that Adult A had self-harmed. Adult A’s GP surgery were also informed of the 

incident and the GP made telephone contact with Adult A on 2nd January 2015. Adult A 

denied excessive alcohol intake and any self-harm/suicide ideas.  

 

The referral made by the police plus the contact with the GP are evidence of 

good practice. 

 

3.19. On 19th February 2015, Adult C spoke with his social worker and informed her that 

although he would be staying at his residential care home placement from Monday to 

Friday, he would be spending weekends with his girlfriend Adult B. He stated that she 

might be pregnant.  

 

This is the only agency record of the relationship between Adult C and Adult B. 

In mid-January 2015, Adult C was in a relationship with someone else and as 

such the relationship with Adult B was very recent. 

 

3.20. On 23rd February 2015 information was received by the police to indicate that Adult A 

had been murdered. Adult B and Adult C were arrested.  

 

 

 

 

 

 

 

 

 

 

 

 



 

 

4. Analysis   
 

4.1. This review has established that there was no professional knowledge of the 
connection between Adult A, Adult B and Adult C prior to the domestic homicide. 
There were no indicators or evidence of Adult A being at risk of harm from Adult C.   
 

4.2. It is clear however that all three individuals had histories of concern, involving alcohol 
misuse, domestic abuse and mental ill health.   

 
4.3. A number of themes/areas of learning have arisen from the review of this case. These 

can be summarised in the following headings: 
 

 The correlation between domestic abuse, violence and aggression and alcohol 
misuse 

 Care pathways for mental health and alcohol misuse and engaging the hard to 
engage 

 Recognition of and response to safeguarding concerns 

 Responding to historical abuse allegations 

 The role of the GP 
 

4.4. Any findings made are highlighted within each theme. 
 
The correlation between domestic abuse, violence and aggression and alcohol 

misuse 

4.5. The review has considered that Adult A was not perceived by agencies as a victim of 
domestic abuse. Despite numerous alleged assaults, there was overall a failure to 
recognise indicators of domestic abuse and a lack of professional curiosity with regard 
to the nature of the assaults. Adult A’s lack of engagement with and hostility towards 
agencies, coupled with his frequent intoxication, led to assumptions being made about 
his presentation. It has been acknowledged that it is a challenge for professionals to 
view an aggressor as a victim.  
 

4.6. The review has highlighted that there was an absence of routine enquiries regarding 

domestic abuse. This was evident in the cases of the GPs and the Emergency 

Department. The review has also highlighted a lack of awareness of interfamilial 

domestic abuse which would appear to have been evident between Adult B and Adult 

A. 

 

Finding: All agency training in respect of domestic abuse must include abuse 

outside of intimate partner relationships.  

 
4.7. In October 2014, the charity Alcohol Concern wrote a research paper entitled 

‘domestic abuse and treatment resistant drinkers: a project to learn lessons from 
domestic homicide reviews’. The research highlighted that in 75% of the cases viewed 
alcohol played a significant contributory role in the domestic homicides. The majority of 
these alcohol related homicides involved high risk treatment resistant drinkers. The 
Blue Light project is Alcohol Concerns’ national initiative to develop alternative care 
pathways for treatment resistant drinkers who place a burden on public services. The 
project has developed tools for understanding why clients may not engage, risk 
assessment tools, harm reduction techniques, and relevant management frameworks. 
There is merit in embedding these tools within local device delivery in Leicester.  

 



 

 

 

Care pathways for mental health and alcohol misuse 

4.8. Concerns regarding self-harm and suicidal ideation whilst intoxicated is a key feature 
within this case. All three individuals presented in this way on several occasions and 
their engagement with follow up services was limited.  
 

4.9. The review has established that there is an assumption that until someone’s substance 
misuse is managed and they are deemed stable, that an assessment of their mental 
health will not be accurate in terms of diagnosis. There is a need to be able to 
separate intoxication from mental health as it is recognised that alcohol is a 
depressant and that once sober, a person may behave entirely differently. However in 
the case of problematic, intractable drinkers, the difficulties may have become 
entrenched and therefore require a joint, dual diagnosis, approach.  

 

4.10. When a patient is threatening self-harm and experiencing mental health difficulties 
the referral routes available to GPs can take several weeks to process. In order to 
refer to the crisis team, the GP would have to see the patient first. The team will then 
respond within 4 or 24 hours depending upon the clinical need. The crisis team are 
unable to assess people who are so intoxicated that they cannot be safely assessed. 
The view of Leicestershire Partnership Trust is that this scenario, or indeed if the 
patient needed to be seen sooner,  would constitute a medical emergency and so the 
patient should be taken to the Emergency Department where they can be seen and 
assessed by the Deliberate Self Harm team. The DSH team can then refer for home 
treatment with the crisis team, ask for a Mental Health Act assessment or arrange 
informal admission. In reality, the DSH team are equally unable to assess a patient 
who is intoxicated, leaving the management of that individual with the Emergency 
Department staff.  
 

4.11. The challenge with this arrangement is that Emergency Departments are not 
equipped or resourced to manage the demands of intoxicated patients who are 
expressing thoughts of self-harm. Often patients may leave prior to receiving medical 
input (missing a crucial window of opportunity to engage the patient) and until that time 
they can present management issues within the department.  

 

4.12. This review has established that the three individuals involved proved difficult to 
engage and that in the case of Adult B and Adult A in particular, support services were 
unable to engage with them effectively.  

 

Finding: The review has considered that there is a requirement for a specific 
care pathway for the management of acutely intoxicated people. The review has 
also considered that the provision for adults in acute mental health crisis needs 
to be reviewed. 

 
 
Recognition of and response to safeguarding concerns 

 

4.13. The review has established that there were a number of missed opportunities to 
make safeguarding referrals in respect of the adults involved in this case. Adult A was 
not perceived as a victim of abuse and assumptions were made about him given his 
difficult presentation. Adult B’s allegations of sexual abuse, her alcohol misuse and 



 

 

ongoing mental health concerns were not responded to robustly. Adult C was 
perceived as a vulnerable individual yet there was a lack of risk assessment with 
regard to what this meant in terms of the risks to himself and to the risk he posed 
others. It is evident that awareness raising in respect of adult safeguarding continues 
to be essential.  
 

4.14. The review has established that poor compliance by some agencies with adult 
safeguarding training has been a concern to the LSAB. Assurance has been provided 
that agencies have a clear framework for adult safeguarding and regular training. 
Safeguarding training figures are monitored by the LSAB safeguarding effectiveness 
group. A significant development is that the Director for Adult Services has ensured 
that adult safeguarding training is now mandatory within adult social care.  

 

Finding: agencies must ensure that adult safeguarding is a key priority within 
their strategic and operational service planning and ensure that their staff are 
equipped to make safeguarding referrals.  

 

Responding to historical abuse allegations 
 

4.15. The history of this case indicates that Adult B disclosed and denied on numerous 
occasions and to many different agencies that she had allegedly been sexually abused 
by Adult A. These disclosures were seen as a life event rather than a potential crime 
that required investigation. There was a lack of consideration of any ongoing risks 
potentially posed by Adult A. 
 

4.16. The local adult safeguarding procedures do not contain any reference to how to 
manage historical abuse allegations. This is a significant shortcoming. Importantly, no 
national or statutory guidance is available to guide professionals in dealing with such 
matters. The local safeguarding children board (LSCB) procedures contain a short 
chapter entitled historical abuse allegations. This chapter stresses the importance of a 
high quality organisational response as there is a significant likelihood that a person 
who abused a child in the past will have continued and may still be doing so, and that 
criminal prosecutions can still take place despite the allegations being historic in 
nature. The chapter describes how the disclosure must be recorded, a chronology 
should be completed and it must be explained to the adult disclosing historical abuse 
that the information will need to be shared with the police. The chapter lacks any 
further detailed guidance regarding how such cases should then be managed. There is 
reference to strategy meetings being held but this appears to refer to alleged 
perpetrators who are still working with or caring for children.  

 

Finding: Robust procedural interagency guidance must be in place in order to 
support professionals to manage and appropriately respond to allegations of 
historical abuse.  

 

The role of the GP 
 

4.17. A factor in this review is the role of GPs when patients lead chaotic lifestyles and are 
difficult to engage. The three individuals in this case frequently attended Emergency 
Department but not at a level to trigger hospital frequent attendees procedures. GPs 
are notified of all attendances at hospital, outpatient reviews and discharges from 
health services. The GP is therefore the holder of all information pertaining to a patient 



 

 

and is therefore best placed to understand the issues. However whether the GP 
themselves have capacity to read all of the information they are sent and respond to it 
is unlikely and as such this questions whether the information sharing is purposeful or 
actually just adding to a ‘central storage record’.  
 

4.18. The CCG Hosted Safeguarding team have recently incorporated themes from DHRs 
(local and national learning) into face to face safeguarding adults training for GP’s.  At 
the last City Protected Learning Time event held in April 2016, this training was 
delivered to 85 GPs. 
 
Finding: an alert system of frequent attenders at Emergency Departments 
should be considered within GP practices and efforts made to target those that 
are hardest to engage.  
 

5. Conclusions  
 

5.1. The time period that brought Adult A, Adult B and Adult C together was brief – just a 
matter of weeks. Adult B and Adult C had not known of each other before this time and 
their relationship developed quickly, with Adult C spending time at the flat where Adult 
B and Adult A lived. Agencies were not aware of the connection between the 3 
individuals. 
 

5.2. The DHR panel has considered that Adult C did not appear to pose a risk of significant 
and serious harm to others. Adult C was not perceived by agencies working with him 
to be a violent and dangerous individual. In view of this, had the connection between 
Adult C, Adult B and Adult A been known, this would not have raised concerns 
regarding any risk posed by Adult C to Adult A.  

 

5.3. The DHR panel has determined that the set of circumstances that led to the death of 
Adult A were so specific that it could not have been predictable that Adult A would die 
as a result of such a violent crime. His life appeared to be in danger as a result of 
alcoholic liver disease and not by any risks posed by those with whom he associated.  

 

5.4. This DHR has identified areas where practice and interventions could have been 
improved which might have better supported Adult A, Adult B and Adult C. The DHR 
panel has considered that whilst the learning has led to recommendations for change, 
changes in practice would not have altered the final outcome for Adult A. The risk to 
Adult A on the day that he died was not, and could not have been identified, and as 
such his death could not have been prevented. 

 

 
6. Changes to practice  

 
6.1. The pathway of care for acutely intoxicated people in the context of a ‘possible’ mental 

health problem such as threats of self-harm has been considered by the Local Crisis 
Care Concordat group as a priority.  The group has agreed that firstly a medical screen 
is required in the Emergency Department followed by a mental health assessment. 
 

6.2. A pathway has therefore been agreed for acutely intoxicated people who may have a 
mental health problem to be firstly assessed medically in the Emergency Department 
and then have a mental health assessment in the Emergency Department within 1 
hour of the Emergency Department staff being satisfied that the individual is ‘medically 
fit’. University Hospitals Leicester and Leicestershire Partnership Trust are 



 

 

operationally working closely together under the Leicester, Leicestershire and Rutland 
Urgent and Emergency Care Vanguard Programme changes to this effect and are also 
aligning with the newly formed Public Health procured substance misuse services from 
Turning Point so that appropriate contact can be made, following a mental health 
assessment, with substance misuse services if required. The proposed model is an 
outreach model and the expectation is for Emergency Department and Mental Health 
staff to refer to the substance misuse team to determine an appropriate response in 
terms of time and location of assessment.   

 

6.3. The local Crisis Care Concordat group are overseeing a programme of work that is 
fully integrated into the Better Care Together Mental Health Work stream, reviewing all 
provision for people in mental health crisis.  For further details please see: 
http://www.crisiscareconcordat.org.uk/areas/leicester/ 

 

6.4. A regional multiagency sub group comprised of police, health and local authorities, for 
Individuals with Frequent Needs on a Range of Services has been established, and 
has the aim of identifying people who have multiple interactions with multiple agencies. 
The focus of the group will be to improve the long term well-being of vulnerable adults 
who have frequent needs relevant to multiple service sectors.  This can include but is 
not limited to;  

 Poor physical and mental health;  

 Risk of self-harm or suicide; 

 Drug and alcohol abuse; 

 Crime and ASB victimisation or offending, including domestic abuse. 

 Extreme social isolation 
 

6.5. The expectation will be that the needs of the person will have been long term and that 
other multi-agency partnerships are not currently co-ordinating actions or are not able 
to do so effectively. Through intelligence gathering this will allow the group to identify 
people who may not meet the need or threshold for certain agency intervention, but 
collectively through a collaborative approach can have those needs met. The 
alternative is that there may be a decision to not meet those needs but agree a robust 
strategy for managing contact with that individual which all agencies are aware of so a 
consistent approach is adopted by all. 
 

6.6. The group began in November 2015 and has so far met 4 times. There has been a 
number of cases already which having had a multi-agency input has led to a different 
pathway being explored which has yielded benefits to organisations but most 
importantly the individual.   

http://www.crisiscareconcordat.org.uk/areas/leicester/


 

 

 
7. Recommendations 

 
7.1. The DHR panel endorses the single agency IMR recommendations. Each agency 

retains responsibility for the implementation of actions arising from their IMR. 
 

7.2. Given the changes in practice identified above, the recommendations arising from this 
review are few in number, and although they will improve practice going forward, their 
implementation would not have altered the outcome in this case.  
 

 LSAB to seek assurance that single agency domestic abuse training does not 
focus purely on abuse within intimate partner relationships and that learning from 
this DHR is incorporated into domestic abuse training. 

 

 For there to be national and regional guidance regarding the management of 
historical or non-recent allegations of abuse.  

 

 For routine enquires regarding domestic abuse to be embedded within substance 
misuse services, in particular alcohol misuse services, given the link between 
domestic abuse and alcohol.  

 

7.3. In addition, the DHR panel recommends that the learning from this DHR is taken 

forward by the Domestic Violence Delivery Group of the Safer Leicester Partnership 

for wider communication and awareness raising. 

 
 
 

 

 

 

 


